The description of collaboration models and the key underlying principles provide important information for designing services. However, to apply this broad corpus of information to clinical services and policymaking, we need to know which key principles (or strategies) of collaboration are the most accepted by local physicians.
A worldwide tendency has developed for health services to be designed with a focus on primary care (1) (2) (3) . In the mental health field, studies have shown that the prevalence of mental disorders in the community ranges from 13% to 29.5% (4) (5) (6) (7) (8) and that only a small portion (about 13%) of individuals with a mental disorder seek professional help (5, (8) (9) (10) . In fact, those who do, seek it at the primary care level (5, 11) . For these individuals, general practitioners (GPs) are often the first professionals consulted in the help-seeking process (9, 12) . Globally, they see most patients with mental disorders (13, 14) and play an important role in the delivery of mental health care (15) . GPs alone, however, cannot provide mentally ill individuals with all the care they need (16) . Collaboration with other professionals-especially with psychiatrists -is widely recommended (16) (17) (18) (19) .
Models of collaboration involving these physicians have been extensively outlined in the literature (20) (21) (22) (23) ; some have been implemented in Ontario (24) (25) (26) (27) (28) (29) and in Quebec (30) . Key principles underlying models of collaboration have been identified (16, 31, 32) . Still, only a few studies have considered the views of practitioners concerning collaboration.
Strathdee studied the extent and the nature of collaboration between GPs and psychiatrists (33) . She identified 3 main models of collaboration (shifted outpatient, consultation, and liaison-attachment), that were developed as a consequence of the initiative of particular GPs and psychiatrists. Physicians involved in closer working arrangements (the liaisonattachment model) were in the minority.
Williams and Wallace surveyed both GPs and psychiatrists on how to improve written communication in a patient-referral process (34) . The authors found a good degree of correlation between what psychiatrists expected and what they received in the referral letter. Conversely, the GP degree of correlation was small, and their needs from psychiatrists and psychiatric services were not being met.
Studying GP working arrangements with mental health providers and their attitudes toward developing closer collaboration with psychiatrists in primary care settings, Barber and Williams found that GPs had primary care links with psychiatrists, psychologists, psychiatric nurses, and social workers (35) . They also found that GPs held positive attitudes toward collaboration with psychiatrists in primary care settings. Despite GP openness to collaboration models, the authors suggested caution in the interpretation of these results, owing to the small study sample.
One of these studies investigated only GP perceptions of collaboration with psychiatrists (35) . The other 2 studies included the views of both GPs and psychiatrists. In one (33) , however, only physicians involved in collaboration were recruited, and in the other (34) , only 1 dimension of collaboration (written communication) was investigated. No study surveyed the views of both types of physicians with respect to specific strategies of collaboration, and no study involved random samples of physicians.
For this reason, we designed a survey with 2 objectives. The first would collect the opinions of both GPs and psychiatrists practising in Montreal concerning strategies for improving collaboration at 3 levels: communication, continuing medical education (CME) for GPs in psychiatry, and on-site collaboration in primary care settings. The second objective was to identify demographic and practice characteristics of physicians associated with the acceptance of such strategies.
Method

Questionnaire Development
First, we reviewed the literature on collaboration between GPs and psychiatrists. Second, we conducted 10 in-depth interviews and 1 focus-group session in a purposefully selected sample of 5 GPs and 5 psychiatrists. Third, we designed the first drafts of the questionnaire. The sources of the items were as follows: 1) the analyzed verbatim records of the interviews and focus group session; 2) the document, "Shared Mental Health Care in Canada" (16) ; and 3) other questionnaires (36, 37) .
The items (53 in total) were grouped into 3 sections of strategies: communication (section A), CME (section B), and access to consulting psychiatrists (section C). Each item was the same for both psychiatrists and GPs and was measured through a 5-point Likert Scale (1 = strongly disagree, to 5 = strongly agree).
Another section (section D) was also developed to collect demographic and practice-related data. It was specific to each group and included 15 variables: 1) sex; 2) age; 3) year of graduation; 4) years in practice; 5) place of practice (that is, hospital or community settings, including private practice, CLSC [community health centre], psychiatric outpatient clinic, rehabilitation centre and emergency room); 6) type of practice I (that is, solo or group practice); 7) type of practice II (that is, practice with appointment, without appointment, or both); 8) form of remuneration (that is, fee-for-service or feefor-service combined with another form of remuneration, sessional fees, salary, or hourly fees); 9) teaching (yes or no); 10) research (yes or no); 11) administration (yes or no); 12) hours of work weekly; 13) for GPs only, residency training in family medicine (yes or no); 14) for GPs only, percentage of patients with mental health problems followed by GPs; and 15) for psychiatrists only,psychiatric clientele (that is, adult, child or adolescent, and the elderly).
Then, when a preliminary version of the questionnaire was ready, we submitted it to the analysis of a professional group (3 GPs, 3 psychiatrists, and 1 psychologist) who are members of the Committee on Support of Psychiatric Shared Care from Régie régionale de Montréal-Centre. Although the basic structure (sections A, B, C, and D) of the questionnaire was the same, the suggestions of these advisors helped to improve the layout of the questionnaire and the wording of the items. (Some items were rewritten, others were deleted, and new items were added).
Subsequently, the questionnaire was subjected to a pretest conducted with a small group of physicians (7 GPs and 6 psychiatrists). Following the pretest, the questionnaire and the survey proposal were submitted for the analysis and approval of the Ethics and Research Committee, Hôpital Louis-H Lafontaine, which is affiliated with the Université de Montréal.
Sampling
Those eligible for participation in the survey were GPs and psychiatrists practising medicine in Montreal and whose preferred language of correspondence with the Quebec medical association (Le Collège des médecins du Québec) is French. Notably, most physicians (75% of GPs and 74% of psychiatrists) who work in Montreal use French as their preferred language. Further, this survey was designed in a French-speaking environment (Centre de Recherche Fernand-Seguin). Physicians connected with the questionnaire development were excluded. The estimated sample size for both GPs and psychiatrists was 125, with type I error at 0.05 and power of 0.80 for 2-sided tests. This estimation was based on the pretest results of the questionnaire. Because we expected a dropout rate of 30%, 203 GPs (9% of all eligible GPs) and 203 psychiatrists (36% of all eligible psychiatrists) were randomly selected from an electronic list that Le Collège des médecins du Québec provided.
Research Design
We conducted a mail survey during the fall of 2000 that was based on Dillman's total design method (38) . Initially, 406 envelopes, including a cover letter, a copy of the questionnaire, and a stamped return envelope were sent to 203 GPs and 203 psychiatrists. Each mailed questionnaire was assigned a number to track its return. Subsequent to the mailing, 3 follow-up reminders were sent to nonrespondents, and 1 telephone contact was made.
Data Analysis
The process of data analysis was conducted by using computer software SPSS for windows, version 9.0 (39). First, the response rate was determined and significant group differences between the respondents and the nonrespondents were investigated. Second, a profile of respondent physicians was made according to demographic and practice variables. Third, the dimensions underlying the strategies of collaboration were identified through exploratory factor analysis. Fourth, significant differences between GPs and psychiatrists and the identified dimensions were assessed using covariance analyses on (A x B) factorial design. Weighted mean analyses were conducted using Gram-Schmidt orthogonalization of the comparisons (40) . The critical level of significance was set at 5%.
Results
Response Rate
Of 406 mailed questionnaires, we received 306 questionnaires (from 142 GPs and 164 psychiatrists). A total of 53 physicians (38 GPs and 15 psychiatrists) were deemed ineligible for survey participation. Excluding these ineligible physicians, a response rate of 86% (142/165) for GPs and 87% (164/188) for psychiatrists was achieved. Of the 306 questionnaires, 23 were not fully completed; to assure the quality of answers, therefore, these were not considered in the analysis process. Hence, the analyses were conducted on 283 questionnaires (131 GPs and 152 psychiatrists). No significant differences were found between the respondents and the nonrespondents, concerning sex, medical specialty (GP or psychiatrist), and year of graduation in medicine. We made the information on these variables available for both respondents and nonrespondents. Table 1 summarizes the demographic and practice characteristics of the sample. The ratio of men to women did not differ significantly between GPs and psychiatrists. Similarly, the mean age-although higher for psychiatrists-did not differ significantly. The proportion of physicians over age 49 years was similar between the 2 groups of physicians. GPs differed from psychiatrists in terms of workplace, type of practice, and form of remuneration. Teaching, administration, and research activities were more frequent for psychiatrists. The 2 groups did not differ significantly in terms of weekly working hours.
Sample Demographics and Practice Characteristics
Dimensions of the Questionnaire
The exploratory factor analysis by principal axis factoring (varimax rotation) enabled the identification of 5 dimensions (or factors) underlying the strategies of collaboration outlined on sections A, B, and C of the questionnaire. The scree plot test showed 5 distinct factors with the following eigen values : F1 = 6.0; F2 = 3.4; F3 = 2.1; F4 = 1.9; F5 = 1.6. These factors explain 50.4% of the total variance. Table 2 shows that each item loads on just 1 factor, and each factor loading is higher than 0.40. Moreover, all factors show satisfactory alpha coefficients, all higher than 0.70 (41) . Similar results were found for the factor analyses conducted separately for GPs and for psychiatrists. In short, all identified factors represent basically intertwined groups of strategies that include 1) strategies of communication, F3 and F4 (r = 0.237; P < 0.01); 2) strategies of CME, F1 and F5 (r = 0.277; P < 0.01); and 3) strategies of access to consulting psychiatrists, F2. Table 2 illustrates that communication strategies are represented in 2 dimensions: F3 and F4. F3 introduces the elements that GPs should include in their consultation request to a psychiatrist, and F4 describes the direct information exchange between GPs and psychiatrists that should take place in the context of a patient referral. CME strategies are also represented in 2 dimensions (F1 and F5). F1 clusters questionnaire items that describe the organization of CME activities (such as workshops, conferences, and briefings) for GPs in psychiatry. F5 points out the importance of the psychiatrist's consultation report as a CME source for GPs in psychiatry. Finally, the strategies of access to consulting psychiatrists are represented in only 1 dimension (F2). It includes mainly items that describe a consulting psychiatrist's tasks, which may facilitate GP access to psychiatric services in primary care settings.
Acceptance of the Collaboration Strategies for GPs and for Psychiatrists
A mean score was calculated for GPs and for psychiatrists in each dimension of the questionnaire. Scores over 4 represent agreement with the proposed strategies, whereas scores between 3 and 4 represent a tendency to express agreement only. Table 3 shows mean scores for F3, F4, and F1 as over 4. Likewise, for F5 and F2, the mean scores were between 3 and 4. GPs and psychiatrists express clear agreement with most strategies, except those related to access to consulting psychiatrists. Psychiatrists accept the elements suggested for inclusion in the GP consultation request more than do GPs. GPs fully accept psychiatrist consultation reports as an important CME source, whereas psychiatrists do not fully express their agreement. GPs and especially psychiatrists do not express agreement with the strategies of access to consulting psychiatrists.
Acceptance of Collaboration Strategies According to Physician Demographics and Practice Characteristics
Strategies of Communication. Table 4 illustrates that the GP consultation request (F3) was accepted at a higher level by the psychiatrists independent of their age category ( higher level (F 1, 273 = 4.13). GPs and psychiatrists who are women scored higher than did men (F' 1, 272 = 5.92). We found no significant differences in relation to the strategies of direct information exchange (F4) for GPs or psychiatrists across the demographic and practice characteristics.
Strategies of CME for GPs in Psychiatry. of scores led to a significant interaction (F 1, 272 = 9.97). Neither teaching nor administration yields score differences between the 2 groups of physicians. However, GPs practising with appointments scored significantly higher than did both psychiatrists with appointments (F 1,265 = 8.14) and GPs without appointments (F 1, 265 = 7.94). This difference led to a significant interaction (F 1, 265 = 4.09; P < 0.05). 
Discussion
Colocation (same building) of the practices of primary care physicians and mental health professionals has been identified as a strong predictor of collaboration (36) . The benefits (mostly for GP practices) of on-site collaboration between primary care physicians and mental health professionals have a Age-adjusted mean score (SEM); b P < 0.05 for the differences between the categories of demographic and practice characteristics; c P < 0.001 for the differences between GPs and psychiatrists been reported (23, 42, 43) . However, GPs-and especially psychiatrists in this survey-did not agree with psychiatrists moving their consultation practices to primary care settings or even visiting such settings periodically.
Strategies of Collaboration Between General Practitioners and Psychiatrists: A Survey of Practitioners' Opinions and Characteristics
Initially, it should be pointed out that on-site collaboration is an intense and complex form of collaborative care. Blount (44) explains that collaborative care between mental health providers and primary care physicians lies on a continuum that ranges from occasional courtesy communication at one extreme to on-site collaboration and team work at the other. Providers working in close collaboration need to share a common system of values, perceptions, language, and thinking about their joint work to provide patient care. Could GPs and psychiatrists integrate their quite distinct clinical backgrounds to work as "natural partners," as suggested (16)? Further, we should consider the busy clinical routines of GPs and psychiatrists. GPs work under tight schedules in primary care settings (45, 46) and deal with different medical scenarios varying from childhood asthma and immunization to cancer screening and congestive heart failure in the elderly. In this context, detecting and treating psychiatric disorders may not be a priority (47) . In addition, the fee-for-service system of remuneration motivates the delivery of medical services in short 8-to-12 minute intervals of time, which is incompatible with the length required for psychiatric appointments (30 to 90 minutes) (48) .
Similarly, as outlined in American national surveys (49, 50) , psychiatrists dedicate most of their work time to direct patient care. They also allocate their time to administration, teaching, and research. Therefore, it is understandable that participation in extra activities (for example, collaboration with GPs) would be difficult. Moreover, to serve as consultants for GPs in primary care settings, psychiatrists need to possess specific skills-beyond the traditional theoretical framework of hospital psychiatry (27, 51, 52) . In summary, on-site collaboration between psychiatrists and GPs represents an organizational change that requires significant alteration of established clinical routines and professional roles. Accordingly, it would be reasonable to take gradual steps in organizing closer working arrangements between GPs and psychiatrists. First, improve communication between GP offices and psychiatrist outpatient clinics, which constitute the cornerstone of the current psychiatric network of services and are the main link between the network and primary care settings (53) . Second, build personal contacts between psychiatrists and GPs at this point, with the support of their respective organizations of work. Then, bring attention to nontraditional sources of CME for GPs in psychiatry, such as the psychiatrist consultation report, and to the organization of CME activities based on practitioners' perceived needs. Physician acceptance of a practice-based approach for the organization of CME activities has also been reported elsewhere (24, 27, 54, 55) . The organization of these activities would require leadership from some GPs and psychiatrists.
Developed as a consequence of the initiative of individual GPs and psychiatrists, on-site collaboration schemes should receive the appropriate administrative and financial support (33) . In this matter, it should be highlighted that female GPs and young GPs (35) 
Conclusion
The literature on models of collaboration and the key underlying principles provide important information for designing services. However, to apply this broad corpus of information to local clinical services and policymaking, we need to know what key principles (or strategies) of collaboration are the most accepted by local physicians. According to physicians practising in Montreal, strategies of collaboration involving 1) the improvement of communication and 2) the organization of CME activities concerning GP practices in the field of psychiatry are more acceptable than those involving on-site collaboration between GPs and psychiatrists. Physician sex, age, place of practice, type of practice (such as seeing patients with or without appointments), and responsibility for administrative duties were significantly associated with the degree of acceptance of the proposed strategies.
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